M
ajor incidents are fortunately rare occurrences. However, careful planning and training are vital to adequately prepare individual NHS hospitals for such events. 1 Insufficient staff training has been previously identified as a problem in the preparation of hospitals for major incidents, 2 3 and has been highlighted as an area of weakness in the recent National Audit Office report 1 on the readiness of the NHS for such events.
The 11 NHS hospitals in Wessex have their own distinct plans in the event of a major incident. 4 In this pilot study, oncall medical staff at specialist registrar (SpR) grade (or equivalent) in six different disciplines at all 11 hospitals were contacted and questioned regarding their training and readiness for a potential ''conventional'' major incident. Training for chemical, nuclear, biological, and radiation incidents require specialised training and were not specifically discussed.
METHOD
Each acute hospital in the Wessex area (see box) was contacted by telephone on the evening of 20 November 2002. Although bias is a potential problem with telephone questionnaires, such a method was used to reflect the status quo at a point in time, and also to maximise responses from the subject group. Only doctors in the following six specialties who were physically ''on site'' at the time and consented were recruited into the study: accident and emergency, trauma and orthopaedics, general surgery, anaesthetics, general medicine, and paediatrics. These specialties were chosen to reflect a large sample of the disciplines required in the event of a major incident, each forming an integral part of hospitals' contact lists in the event of such an occurrence. In each specialty, the most senior clinician available on site was asked to participate in the study; in the vast majority of cases, this was usually a SpR.
To minimise possible bias, a standardised list of questions was used to ask SpRs about their grade, year, and length of experience at their individual hospitals. Each doctor was then questioned regarding their previous exposure to major incidents and training exercises for such events, at either their current or previous hospitals. Two further standardised questions were posed: To minimise disruption during a busy on call period, interviews were limited to the above questions only.
RESULTS
A total of 64 SpRs (or equivalents) at the 11 hospitals were contacted (in each of paediatrics and accident and emergency, there was only one SpR between Poole and Bournemouth hospitals). Altogether 56 of 64 (87.5%) consented to participate at the time of the study. Table 1 shows the numbers of staff in the different specialties participating in the study, in addition to their average length of service at the hospital and year since attaining SpR grade (or equivalent, for example, staff grade). Senior house officers who were ''acting up'' on the registrar duty roster, and who were the most senior doctor available in the hospital, were designated ''year 0'', although their length of hospital service was not changed. One consultant was resident at the time of the study; this was a paediatric consultant with five years experience in this grade, increasing the mean ''year'' of paediatrician participating in the study from 1 year 4 months to 2 years 8 months. Table 2 details SpRs' exposure to major incidents and training exercises. Also shown are the numbers of SpRs confident in their role and those knowing where more information about their role could be found
Of the 56 SpRs questioned, 9 (16%) had been involved in a major incident, with an average of 2 years 10 months since such an event. Examples of such incidents include major traffic accidents, a bomb explosion in a public house, and terrorist related explosions in Northern Ireland. No doctor questioned had been involved in two or more major incidents.
Of the 56 SpRs, 18 (32%) had previously been involved in a major incident training exercise. Exercises ranged from departmental seminars with the hospital's major incident officer, to half day sessions involving actors with fake injuries. The average length of time since the last training exercise in this group was 1 year 10 months (standard deviation 1 year 6 months). Three SpRs had been involved in more than one training exercise.
There was no significant disparity between the different specialties' exposure to major incident training exercises. Attention is however drawn to the fact that only one of the nine (11%) participating orthopaedic SpRs had been involved in a training exercise.
There were significant differences between doctors in the different specialties concerning their confidence in their role during a major incident (x 2 test, p = 0.02); no general surgical SpR questioned felt confident about their role in a potential major incident. Overall, 25 of 56 (45%) SpRs felt that they were confident of their role in the event of an incident, but 40 (71%) knew where more information regarding their role could be found.
Of the 10 accident and emergency SpRs, 8 (80%) expressed confidence in their role in a major incident, with the same number knowing where more information concerning their role could be found. Five (50%) had previously been involved in a training exercise.
There was no significant difference between individual hospitals with respect to their doctors' training experiences. However, two hospitals were identified where no doctors questioned had ever been involved in a major incident training exercise. Each of these two hospitals' staff had a 100% participation rate in the study.
DISCUSSION
In this study, less than a third of the middle grade on call doctors expected to participate in the response to a major incident had previously been involved in a training exercise, a figure similar to that reported in a survey of the South East Thames region performed in 1994. 3 However, such a figure does not necessarily imply that the Wessex hospitals' training for such eventualities is substandard; it is certainly possible that their junior doctors had not attended such training sessions.
Less than half of all staff questioned expressed confidence in their role in a major incident. Confidence in one's own abilities is clearly a subjective value, which almost certainly introduces a degree of bias into the question; it is indeed easy to focus on the negative aspects. However, as compared with other specialties, general surgical SpRs were identified as having significantly less confidence in their putative role. It is not clear why this should be, but as with orthopaedic SpRs' low involvement in training exercises, this statistic may represent time pressures and other commitments. Seventy three per cent of SpRs, however, knew where more information could be found to improve their knowledge about their hospital's individual plan.
Although the Wessex region has a lower population than other parts of the country, there is no reason to suggest that its doctors are unusual in any sense with respect to the above results. The region contains a teaching hospital and 10 acute district general hospitals, employing many staff who have previously worked in different regions and countries. The study was deliberately performed out of normal working hours to concentrate on the individual hospitals' initial responses to an unexpected incident at an inconvenient time, when staffing levels are low.
In conclusion, this study reinforces the results of previous studies, identifying a lack of training experiences and confidence of middle grade, resident staff in the Wessex area in the event of a conventional major incident. Further studies should be undertaken to establish the level of training in the nation as a whole.
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